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COMPREHENSIVE RURAL HEALTH PROJECT 


Jamkhed, India Rajanikant S. Arole, MD 


(Address given to the CMC at its annual meeting in June 1972) 


My wife and I were both concerned about the medical care of the ru- 

1) ral population of India, and so after graduation we both went to a 
hospital situated in a rural area and worked there for about five 
years. 170 our amazement, at the end of five years, we found that 
all we had done was to take care of patients who came to the door- 
steps of the hospital, but we had done little for the general health 
of the community around us. To give you a simple example, we served 
a population of about 100,000. There must have been 4000 deliveries 
each year, but we were taking care of only 300 of them. We asked 
ourselves, "What happened to the remaining 3700 deliveries?" There 

was nobody besides us in the area. 


Examples such as this made us realize our need for public health 
training to enable us to reach out to the community. Therefore, we 
went to Johns Hopkins University and took a public health course. 

A lot of material that we read came from the Christian Medical Com- 
mission. The books and articles written my many members of this Com- 
mission helped us to formulate a programme. 


Since the problems in rural areas relating to health are many, we set 
D the following priorities: 


1. to make available facilities and personnel in rural areas; 
2. to do something about the rapid population explosion; 


3. to attempt to reduce the high infant mortality and continued mor- 
tality and morbidity up to the age of five; 


4. to take care of certain chronic diseases which not only contrib- 
ute to mortality but also morbidity in the society and which, 
more than that, deprive the people of their dignity, especially 
those suffering from leprosy. 


So the goal was to develop a programme which would be fitted to the 
needs of the community but which would also be compatible with the re- 
sources available to the community. 


The method we adopted was to take a specific area for our responsibi- 
lity. The selected area is within a ten-mile radius of a village 
called Jamkhed in Maharashtra State. This area has a total popula- 
tion of 80,000 living in 55 villages. We cannot take care of the 
whole area right now, so we have phased this as follows: 


Phase l 20,000 population - in two years 
Phase 2 40,000 population - in the next two years 
Phase 3 80,000 population - by the end of six years 
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The method will be to establish a main centre in the central area - 
i.e. at Jamkhed - where we shall have diagnostic help, facilities 
for emergency surgery and emergency medical care. Then there will 
be ten subcentres in ten surrounding villages, the maximum distance 
between the central village and the subcentres being ten miles. For 
this programme we will need to use auxiliary workers and paramedical 
workers; we will need the cooperation and involvement of the indig- 
enous practitioners, other health officials, schoolteachers and dais 
(indigenous midwives). There will be cooperation with other govern- 
ment programmes. And finally at the end of six years this will have 
to be a self-supporting programme. For a programme to be self-sup- 
porting, motivation will have to be developed in the community and 
the community leaders, the local state and the central government tak- 
ing responsibility for this kind of work. 


Objectives 
1. reduce birthrate from 40/1000 to 30/1000 
2. reduce under-fives' mortality by 50 per cent 


3. identify and bring under regular treatment leprosy and tubercu- 
losis patients 


4. train indigenous workers and offer field training to health 
workers 


To achieve our objectives, the main activities will be 
- the establishment of under-fives' clinics - these clinics should 
be mainly for supplementary feeding programmes, immunization, 


treatment of minor illnesses; 


- family welfare programmes consisting of antenatal care, delivery 
and postnatal care; 


- family planning programmes making use of all known contraceptive 
devices and operations; 


- detection of leprosy and tuberculosis patients and treating them 
in a well-integrated programme; 


- curative services in the main centre for obstructed labour, acute 
surgical and medical emergencies and diagnosis; 


- mobile clinics; 

- school health programme. 
This, in short, is a summary of the project we are trying to develop. 
Today I am going to share with you mainly the community involvement in 


arriving at certain decisions in regard to the programme. 


While we were studying in the United States, we decided that we would 
go to an area where there was no Christian witness because we wanted 


to establish a Christian witness in an entirely non-Christian area. 
Secondly, we wanted an area where there was an acute need for medi- 
cal care and where there was no possibility of any future develop- 
ment, not only development in the health field but also in other 
fields, so that after five years there would be no other factors 

to account for the changes that take place. We chose this area in 
Maharashtra, where there is no possibility of any major industrial 

or agricultural changes planned for the next five years. This area, 
like many other rural areas of India, has a very strong caste sys- 
tem. About 50 per cent of the people are cultivators or farmers; 

20 per cent are untouchables - the people who are very poor and usu- 
ally landless labourers - who socially have no status. The villages 
have a governing board with an elected head called Sarpanch. Most 

of the leadership comes from the farmer caste, who are the decision- 
makers for the community. In addition to these two castes, there are 
wealthy farmers, schoolteachers and other educated government em- 
ployees who are the accepted leaders of the community. One cannot 
enter any community by bypassing the leaders because if a leader feels 
that he has not been given due recognition, he can become hostile and 
uncooperative. 


We were completely unacquainted with the community and leaders of 
this area. We wrote several letters in the local language to the 
political leaders and to the village leaders. In our letters we de- 
scribed the entire programme that we had in mind. We said, "If you 
want us to come into your area, there are certain things that you 
should be prepared to do. We shall be about 20 to 25 health workers 
coming into your area without having any housing facilities. We ex- 
pect you to make some arrangements for accommodation for about 20 peo- 
ple. You should also give us temporary buildings for our clinics and 
our diagnostic facilities, and if after a six-month period we find 
that your interest in us remains, you should donate us land to build 
permanent structures in your area." 


There were varied reactions to our letters. In one area (my home vil- 
lage) wealthy farmers who owned sugar factories wanted to build a mod- 
ern, well-equipped hospital to cater to their own curative needs. In 
another area the influential indigenous practitioner felt threatened, 
so he did all he could to prevent dialogue with the community leaders 
in his village. In a third village there was a community leader re- 
sponsible for health planning of a district of 2 million people, and 
he immediately saw the benefits for his area in our proposal. There 
was also a minister at the state level, a state of 32 million people, 
who happens to come from this area. These two saw the many advantages 
for their community and saw the political advantages for their own re- 
elections. Therefore, they went into the community, into different 
villages, and got resolutions passed by these villagers inviting us to 
come and start work in this area. 


As stated, we laid conditions under which we would be willing to go to 
the area, and they were willing to fulfill these conditions. They emp- 
tied out an old veterinary dispensary, about 30 x 10 ft, which we used 
as our outpatient department. They gave us a storage place for inpa- 
tients and rented a place for us to live. It was a very simple ar- 
rangement - no electricity, no running water and all 20 of us having 
ta/live in a 20. x 30 ft) area. 


We started work in real earnest in January 1971. We formed a con- 
sultative committee which consisted of not only members of this 

local village but others from different areas, representing differ- 
ent communities, especially the poor 'harijan' (untouchable) com- 
munity. The first responsibility we gave this committee was to 

Find accommodation for us and accommodation for our health centre. 

We then asked them to find us staff. Most of our staff, like nurses 
and paramedical workers, had to be brought from the city. This staff 
had to be Christian because we were there to establish a Christian 
witness and at the same time give medical care. This Christian staff 
formed a nucleus where we were all like-minded; all had a Christian 
dedication because though they were coming to this particular area 
and leaving their jobs, they were not going to get any extra remuner- 
ation. So money was not the thing that was bringing them there; on 
the contrary, they were going to have a lot of inconveniences. 


Besides this nucleus of Christian staff we needed other people - the 
nonprofessionals and the community. We asked our consultative com- 
mittee to hire these for us. This had an advantage as they wanted 
to do their best for us, for we had told them that if within six 
months we did not have a good response from them, we would find some 
other place to work. So they found good, honest, hardworking staff 
of another 10 to 15 people from the local community. They also went 
around and found building contractors and other people to supervise 
and plan the buildings for the future. All this work done by the 
committee was in an honorary capacity. 


After that we went around from village to village, holding meetings 
in each village. Our first objective was to get an idea of the felt 
needs. In certain villages they just did not feel that there was 
any need for medical care and were quite happy with what they had. 
But there were villages where the people felt that they did not have 
competent physicians, especially for care of their emergency ill- 
nesses, like obstructed labour or fractures and other medical emer- 
gencies. They did not have any diagnostic facilities. In the north 
there is a hospital 50 miles away; in the south there is one 130 miles 
away; in the east one is 150 miles away; and in the west one about 
70 miles away. We discussed with the members of the community our 
interest to improve their health, but they felt that curative care 
should take precedence over other programmes that we were proposing 
to them. We told them if they were willing to pay for these ser- 
vices, we would start with these. They all agreed to this; so from 
the first day we have been self-supporting as far as curative work 
is concerned. They understand that they have to pay for any cura- 
tive work that they get from us. 


This is what happened at the local village. As the news spread to 
the nearby villages, people became aware that they could come and 
negotiate with us to go to their villages. Here again we said, "The 
decision to start work in your village area is entirely up to you. 
These are our conditions:, If you want us to come to your village to 
start health work, you give us a place to work, give us your cooper- 
ation, give us your help in child care. and immunization of children, 
give full cooperation to our team, and care for our nurses when they 
stay in your villages." 


Our original plan was that we would start at a central village with 
a population of about 7000 people and work within a radius of about 
five miles around this village to make up a population of 20,000, 
but we soon realized that we could not follow this plan because the 
first village that was most interested in us was 12 miles away. The 
people there were so interested that they already had a building for 
us and had accommodation for our nurse. They were willing to con- 
tribute monthly for our services to them. Though this did not come 
into our original design of work, we had to modify the plan because 
of the rapport and relationship with the community. 


We are located at the border of three counties. If we were in one 
county, the political leaders would probably feel that they could 
put pressure on us3 but located as we are, we can move from one 
county to another to avoid such pressures. We asked one of the 
local men how we could get away if we did not get the required co- 
operation within six months. He suggested that we Build a centre 
using tin sheets as a sheds; we were fortunate as we were able to 
get enough money to put up a prefabricated aluminium tin structure. 
(The aluminium does not get hot in the summer, and we are comfort- 
able.) Our main building has a 30-bed capacity and an outpatient 
clinic. The entire building can be dismantled and reconstructed 
within 15 days by the firm which built it. 


I would now like to describe a typical encounter with a village. We 
usually go in the evening because that is the time when the villager 
is relaxed, and we go and call the village leaders. The leaders 
feel important that a doctor has left his place and come all the way 
to their village. We are usually given tea, and we start our dis- 
cussion. Very often we find that the uppermost thing in their mind, 
even when talking to a doctor, is not health; the usual question is 
food. This was especially so because there was a famine when we en- 
tered the area. We take their lead and discuss food for the chil- 
dren. Then we go into the topic of malnutrition, and we come with 

a proposal and say, "Your children do not have enough food. Maybe 
we can get some agency involved and interested in getting some milk 
For your children. What will you do in return?" And the villagers 
sit down together, and they come up with the idea that they will 
bring some things from their own homes and make a common meal for 
the children. Those who are able would donate some money, and those 
who have no money would contribute labour. 


So right then and there we form a committee, and we say that from 
Church World Service we can try and get wheat or milk powder or 
soybeans, but this committee is responsible for cooking the food. 
The responsibility means purchasing fuel and utensils, maintaining 
daily records, and getting the children together for the meal. This 
committee then appoints people who will collect the money for the 
fuel and utensils and takes charge of the feeding programme. In 
this way these villages have about 3000 children which are being 

Fed every day. We give a supplementary protein diet to them. We 
did not impose this programme on them. We went and talked about. 
their felt need, and the felt need was food, and gradually we trans- 
lated that into a supplementary feeding programme for children under 
Five. 


At the same time we realized that the Church World Service food may 
not continue for ever or any gifts from abroad may stop, and we have 
to plan ahead. We realized that the second most needed item is wa- 
ter for farming and drinking. So we put another proposal to the vil- 
lagers. We told them, "Your children are being fed by this method 
now, but this is not going to be permanent. Why don't we think of 
something else which will be more permanent and lasting?" We pro- 
pose making wells which will make paupers into rich men. We then 

ask if when they become rich, they would share their riches with the 
others. They say they will. We then form a committee, and this com- 
mittee decides which farmer or farmers are likely to have water in 
their fields or which farmers will be willing to produce food for 

the children and which ones are likely to be generous after they get 
the wells sunk in their land. 

So the committee decides how to find a permanent solution for the un- 
dernourished children in the village by getting a well sunk. Then 

we translate this community action into a scientific action. There 
are agencies in that area which are working with boring machines for 
water supply and sinking wells. We get this team to come and do a 
survey, and then out of the four or five names the community has sug- 
gested, this team picks out two or three names and decides which is 
the likely place where they shall strike water for a well. Up to date 
there are ten wells where we have struck water, and six of these wells 
have enough water for irrigation. So after this monsoon we shall have 
15 acres of land to grow rich protein food. Now we are sure that when 
this experience works, there will be more farmers who will be inter- 
ested and will make land available for feeding children of the entire 
village. So again we helped the community to decide just by encour- 
aging them and helping them to arrive at the decision we wanted them 
to make. 


We do not always go and listen to the problems of the villagers. Some- 
times we sit with the village people and talk to them about our prob- 
lems - for example, the problem of getting to their villages because 
the roads are so bad - and if they really want us to come to their vil- 
lages, what can they do? Already the villagers have made a seven-mile 
road connecting two centres; the minister has had 50 miles of road 
paved to the villages. Making the roads or paving the roads is not 
important, but what is important is that the people wanted us and 

the care we could offer them so that they were willing to pay for the 
care and share the responsibility for it as well as make roads for us. 


Children are immunized at the centre. Immunization in the villages is 
only done when the villagers fulfill certain conditions we have laid - 
namely, the village people must collect at least 80 per cent of the 
children, list their names, weigh them, and then send us word to come 
to inoculate them. When we arrive at the village, we get the school- 
teacher or the Sarpanch to tell the people the reason for our being 
there and what to expect as possible reactions from the immunizations 
given. We usually give some drugs such as aspirins to the Sarpanch, 
and he tells his people that if they should have any reactions, he will 
give them medicines. 


In school health the schoolteachers take a major part. They list 
the children, test their sight, weigh them, and help us during 
their examinations. We leave with them drugs for treatment that 
may be required. 


Leprosy is a social problem. We have tried to integrate leprosy 
treatment into our daily work. When we go into a community, we ask 
if there are any leprosy patients. I say to the people, "I would 
like to see them; please take me to their home." I go to their 
home; I meet the patient; I shake hands with him; and the people 
will say, "Doctor, please wash your hands." I say, "I will wash 
them later." I ask the patient, "What are your relations with these 
people?" And the leprosy patient says, "I'm fine; I'm all right; 

I live in my place, and they leave me alone." Then I say to the 
people, "This man has leprosy; another man has tuberculosis; but 
both are caused by the same germ; both can be cured by very simple 
medicine. Why do you want to treat leprosy different from tuber- 
culosis?" Then I ask if they would please let this man come to me 
when other patients come to see me. Maybe the others come for 
coughs or colds, but this man needs medicine just as the others do. 


We try to break down the barriers in this way. We do not have sepa- 
rate clinics for leprosy patients. We do not go to the leprosy pa- 
tients' homes; they all come to the centre. To my amazement the real 
objection was not from the community but from our own nurses. One 
marvels at the capacity of the village community to understand what 
is said. 


Our survey work is done by a team, not by one person alone. Usually 
in the team there is a nurse, an auxiliary nurse-midwife, a special 
family planning worker, a basic health worker and a laboratory tech- 
nician. The team goes from house to house. Nobody knows who is 
looking for a leprosy patch. The team surveys a family for ante- 
natal patients, for children under five, for patients with a chron- 
ic cough, and for those with a skin lesion. So child care, antena- 
tal care, treatment for leprosy and tuberculosis can be given. The 
nurses are supplied with simple drugs and can give antibiotic injec- 
tions. 


Over the last 18 months we now have 460 leprosy patients under treat- 
ment. Some of these are very early cases with only a patch and/or a 
thickened nerve. They would probably not have come for treatment un- 
til they had got deformities. We have impressed on these patients 
the value of coming for treatment regularly, as otherwise the dis- 
ease will worsen and they will get deformities. 


In rural work due respect has to be given to the indigenous practi- 
tioner. These indigenous practitioners are usually rebuffed by 
trained doctors. We are naturally a threat to them. So we have 
established a rapport with them, taken steps to ensure their friend- 
ship, making sure not to bypass them or belittle them. We seek their 
cooperation in feeding programmes for children, treatment of leprosy 
and tuberculosis. We give them drugs and so involve them in the 
treatment of village patients. We have also explained to them the 
important role their wives can play in the care of antenatal cases. 


Two wives of indigenous practitioners are already attending the 
hospital for help towards giving such services. During the school 
vacation we are involving the schoolchildren in areas of nutri- 
tion, sanitation, and family planning. We have found that these 


youth groups can play an active part, particularly in family plan- 
ning. . 


Often we underestimate the community, but this is a practical example 
of how our trust in the community has» involved them in health care 
programmes. 
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CMC NEWS IN BRIEF 


Bangladesh - During the annual meeting of the Christian Medical 

Commission in Berlin in June, a request was made by the Commis- 

sion of Inter-Church Aid, Refugee and World Service (CICARWS) of 
the World Council of Churches that the CMC become involved with 

the medical aspects of rehabilitation work in special situations 
after natural or man-made disaster. The two areas of immediate 

concern were Bangladesh and Sudan. 


A preliminary survey and plan had been made for a proposed project 
for comprehensive health care covering an area to be defined in 
Bangladesh. These proposals were made on behalf of BERRS (Bangla- 
desh Ecumenical Relief and Rehabilitation Service) by a short-term 
consultant of the CMC. They had been submitted to the BERRS group 
and the government for consideration. Subsequent to the Berlin 
meeting, it was thought that this might be the kind of project to 
meet the needs expressed in the urgent request for help of a reha- 
bilitory nature. 


One of the consultants to CMC who has wide experience and a sound 
knowledge in this field was asked to visit Dacca for discussions 
with the appropriate people, i.e. the BERRS group, the government 
and related agencies. The discussions indicated that the project 
had been favourably received by the government and the advisory in- 
ternational agencies. It appeared to fit into the long-range plans 
proposed by the government for the delivery of basic health care to 
the total population. 


Agencies interested in funding the project requested that a feasi- 
bility study be made. A medical doctor who had worked in a similar 
project in India was available to initiate and carry out this study 
in cooperation with the staff of BERRS. A consultation of relevant 
people from BERRS, a staff member of the CMC, and special medical 
advisers took place in Bangladesh from 24-30 August 1972. The re- 
sults of their efforts have been varied. The present plans for 
health care proposed by the government emphasize the development 

of integrated comprehensive health care programmes at the commu- 
nity level. The restructuring of the activities of present health 
personnel and their reorientation are part of these plans. 


The proposed health care programme, put up by the CMC and accepted, 
fits into these plans. One area or thana (200,000 people) has been 
selected and designated for the scheme. A visit to the area con- 
Firmed the need for such a health programme and the advantages it 
would bring to the area. There is enthusiasm for the project. In- 
evitably, there are details to be worked out and plans to be made. 
Specially designated personnel in Dacca are working on these. 


The acting director of the project has started the feasibility study. 
The mechanics of organization and administration are being defined. 


The impression received by the visiting CMC staff member was of a 
country with many possibilities but many problems, of a people who 
have accepted assistance and have in a spirit of self-help a readi- 


a i 


ness to be involved in planning for the future. A study of the vol- 
untary agencies has recently been completed and published. This 


provides sound background material and an overview of the present 
position. 


The relief work of the church has filled great needs up to the pres- 
ent. With the emphasis changing to rehabilitation, it is hoped that 
there will be real involvement of the local population in the develop- 
ment of plans to meet the country's needs. 


Valuable reference book now available in low-cost paperback editions: 


i John H Bryant, HEALTH AND THE DEVELOPING WORLD 
Cornell University Press, Ithaca, NY, USA. $3.95 
The author analyzes health programmes and obstacles they must over- 
come, whenever using examples from countries observed firsthand. 
Dr Bryant points out the interaction of health and national develop- 
ment, draws special attention to the need to develop the concept of 
a health team that would include paramedical and auxiliary as well 
as professional personnel, and never overlooks the human needs of the 
people to be served. 


A French version entitled SANTE PUBLIQUE ET DEVELOPPEMENT was pub- 
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